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every aneurism contains within itself a potential cure. The method of 
calling it forth is but a secondary matter. 

James E. Pilcher. 


KRECKE ON THE SURGICAL TREATMENT OF CIRCUMSCRIBED 
AND GENERAL PERITONITIS STARTING FROM THE 
VERMIFORM APPENDIX. 1 

The affection of the appendix, leading to peritonitis, is its perfora¬ 
tion. This produces diverse phenomena according as it occurs, sud¬ 
denly or gradually. When it develops very slowly the neighboring 
peritoneal surfaces have sufficient time to unite, and by the great ten¬ 
dency to such adhesions only a circumscribed peritonitis then results. 
When, however, the perforation is sudden and the material passes into 
the free abdominal cavity, general peritonitis is the unavoidable se 
quence. But as the various types of peritonitis are more carefully dis¬ 
tinguished it is found that that from perforation of the appendix differs 
from that following perforation of other portions of the intestine. Al¬ 
most without exception the patients have previously been in the en¬ 
joyment of perfect health. As their physical powers are unimpaired 
they are in better condition to tolerate operative procedures than if 
exhausted by long sickness. A further peculiarity is due to the ana¬ 
tomical relations of the appendix. When there is a perforation in any 
part of the small intestine the continuous peristaltic suffices to dis¬ 
tribute the intestinal contents over the whole peritoneum. The ver¬ 
miform can not make such large excursions as a loop of the small in¬ 
testine,or even as the stomach, and hence at first the extruded material 
infects only adjacent parts of the peritoneum. Besides it is evident 
that from this little appendix there can never come as much infectious 
material as from the gut itself. The fiict that at no other point in the 
abdomen does circumscript peritonitis so frequently occur as just 
here agrees with this view. The until recently accepted treatment ot 
vermiform perforation with opiates was based on these naturally favor¬ 
ing conditions. 

■Dr. lvrecke, Assisi ant at the Erlangen Clinic, in Deutsche'/.eitschriftf Ch 'n - 
urgie, [S90, bd., 30; life 4 and 5. 
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And nowhere are the two forms of peritonitis distinguished by 
Mikulicz (v. Annals, Oct., 1889, p 289-292) of greater practical sig¬ 
nificance than in diseases of the vermiform. Where the whole abdominal 
cavity is immediately flooded with intestinal contents there arises what 
he calls diffuse septic peritonitis. Where, however, at first only the 
neighboring peritoneum is infected the resulting local exudation de¬ 
velops successively new also encapsulated collections of pus, hence his 
designation progressive ( progreclient ) fibropurulent peritonitis. As 
a third point distinguishing vermiform peritonitis it may be mentioned 
that its diagnosis can frequently be made with far greater certainty 
than that of any other form. Besides the usual peritoneal symptoms, 
the pain at the start as well as during the further course is often 
especially intense in the right iliac fossa; then if the patient be a 
child a diagnostic indication is given by the fact that in children these 
troubles very commonly start from the vermiform. 

Of the three points, the last gives us with some assurance the seat 
of the perforation, while the other two are only theoretically of interest 
as indicating that operative interference has here far better promise of 
success than in perforation of other parts of the intestine. However, 
any collection of cases with regard simply to favorable or unfavorable 
result can not settle the question of operation, as so much depends on 
the stage of the disease at the time. The cases that have been 
operated not only in Germany but especially in America and in Eng¬ 
land are hence but briefly recapitulated. Two successful cases oper¬ 
ated at Erlangen, in the summer of 1889 (one by Prot. Heineke, the 
other by Krecke) are very fully described. 

Case I. A girl ast. 9 years. For 3 weeks pain in abdomen, loss of 
appetite, diarrhoea. For the last 3 days attacks also of pain spreading 
across the whole belly. Slight ileo-ccecal dullness. Vomiting. Some 
improvement for 2 days, then sudd 11 terrific pain in the ileo-coecal 
region, spreading over the abdomen. Great distension and tender¬ 
ness No hepatic dullness. Fever. Collapse. Slight improvement 
Operation the next day. Incision through cedematous tissues, as for 
ligation of common iliac. In opening the peritoneum a quantity of 
stinking putrid fluid mixed with gas was discharged. 
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The peritoneum was everywhere darkly injected and fibro puruient- 
ly coated: intestinal loops much inflated. The thickened dark red 
vermiform showed anteriorly a nickle-sized perforation with gangren¬ 
ous border This was doubly tied close to the coecum, severed and 
extirpated. In a loop of small intestine and in one of the large also, a 
ii to 2 ctm. long opening was made for the discharge of contents, 
including gas, after which both were again closed with double rows of 
sutures. Hasty wiping of peritoneum; no irrigation; reposition of 
bowel; moss-cushion dressing. The patient now appeared dying, but 
in an hour had reacted. For the next 8 days there was but slight fever 
and little secretion. Then came a quantity of putrid secretion from a 
large cavity in the small pelvis. In this cavity was found the open 
stump of the vermiform; this time it was carefully closed with a double 
row of sutures. Deep in the cavity was found a hole in the peritoneum 
from which the vaginal wall could be reached; boric irrigation; iodo¬ 
form tampon. Two days later another large quantity of putrid fluid 
was discharged, containing a pea-sized enterolith; irrigation with 
thymol. Meanwhile the child was visibly loosing flesh and strength— 
excessive wasting, no appetite. Just two weeks after the operation 
there was found a double perforation of a presenting loop of intestine. 
The increasing fecal discharge soon necessitated repeated bathing 
daily. Nearly two months after operation some general improvement 
in her condition first became noticeable, despite continued fever, sup¬ 
puration and fecal discharge. However, matters had so far mended 
in all respects that she was discharged about four months p. o. There 
was still a suppurating sinus into the pelvis and limited fecal mixture 
in the secretion. 

Case II. Healthy boy, tel. 6 years. Sudden bowel trouble (diar¬ 
rhoea, etc.) without pain. Sudden syncope four days later, then ex¬ 
cessive pain in right side of belly with some distension. Some dull¬ 
ness in right iliac fossa only. Operated two days later, as in case I. 
Discharge abundant of pus, but without feces. Vermiform perforated 
anteriorly, with an enterolith in the opening. Double ligation and ex¬ 
tirpation though somewhat adherent; double suture of stump. The 
more distant intestines were only much injected; no further collection 
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of pus found. Cleansing of the cavity. Tampon of iodoform gauze. 
Upper part of wound sewed up to retain the bowel. Further course 
to recovery presented little interruption. Discharged 25 days p. o., 
with a granulating wound that soon healed. Later a diastasis of wall 
beneath the cicatrix demanded a belly-band. 

These two cases perhaps represent respectively Mikulicz’s two 
forms of peritonitis mentioned above. One (case II) is a further evi¬ 
dence that meteorism without free gas may obscure the livgr-dullness. 
The preceding symptoms of a sharp intestinal catarrh are in each case 
attributable to the irritation of the developing perforation. The first 
case corroborates Reichel’s recent conclusion against too much 
cleansing and flushing of the abdominal cavity. Drainage with iodo¬ 
form gauze for a few days or longer was satisfactory. 

The remainder of the article is largely devoted to the question, “Is 
local peritonitis proceeding from gradual ulceration resp. perfora¬ 
tion to be considered as a surgical disease?” The pathology must 
first be considered: The idea of a paratyphlitis is no longer con¬ 
sidered tenable. As perforation of the ccecurn is extremely rare, it 
follows that perityphlitis is practically identical with circumscribed 
peritonitis starting from the vermiform. He takes the stand that in 
nearly if not quite all those cases, and certainly in all where there is 
perforation, there is a collection of pus. Hence, whether we shall 
operate in the absence ot sure symptoms of suppuration, especially 
fluctuation, depends on the question when shall we diagnosticate peri¬ 
typhlitis. In this connection he gives the case of one of the assistant- 
staff, operated by Krecke 17 days after onset of perityphlitic symp 
toms (ileo-coecal pain and relative dullness, fever, etc.) Incision with 
discharge of pus. Drainage. Complete cure. 

In questionable cases even it is much safer to make an exploratory 
incision than risk the danger ot delay. In hospitals, as shown by a 
new' case, an opening in the direction of the supposed pus may be 
made and if necessary be kept open until more perfect localization or 
rupture of the pus into the wound has occurred; but in private prac¬ 
tice this is better replaced by permissible exploratory puncture. 

William Browning. 



